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Prevalence of Diabetes and Impaired Fasting Glucose in Adults — 
United States, 1999-2000 


Diabetes and its complications are major causes of morbid- 
ity and mortality in the United States and contribute substan- 
tially to health-care costs. Data from the National Health 
Interview Survey (NHIS) and the Behavioral Risk Factor Sur- 
veillance System (BRFSS) have documented steady increases 
in the prevalenc e of diabetes (/,2). However, these surveys 
rely only on self-reports of previously diagnosed diabetes and 
cannot measure the prevalence of undiagnosed diabetes. The 
change in prevalence demonstrated by these data might 
reflect other factors such as enhanced detection rather than 
true increases. The National Health and Nutrition Examina- 
tion surveys (NHANES) are the only nationally representa- 
tive surveys that examine both diagnosed and undiagnosed 
diabetes. During 1976-1980 (NHANES II) and 1988-1994 
(NHANES III), the overall combined prevalence of diabetes 
(diagnosed and undiagnosed on the basis of fasting glucose) 
increased (3). This report presents data on prevalence of diag- 
nosed and undiagnosed diabetes and impaired fasting glucose 
from NHANES 1999-2000 and NHANES III (1988-1994). 
lhe findings indicate that diabetes and impaired fasting glu- 
cose continue to affect a major proportion of the U.S. popu- 
lation. An estimated 29 million (14.4%) persons aged >20 
years had either diagnosed diabetes, undiagnosed diabetes, or 
impaired fasting glucose; 29% of diabetes cases were undiag- 
nosed. Persons can reduce their risk for diabetes through weight 
management and physical activity. 

NHANES 1999-2000 (4) was designed to be nationally 
representative of the U.S. civilian. noninstitutionalized popu- 
lation on the basis of a complex, multistage probability sample. 
Survey participants were interviewed in their homes and sub- 
sequently received physical examinations in mobile examina- 
tion centers. The household interview was completed by 81.9% 
of eligible subjects, including 4,880 persons aged >20 years. 


Persons were asked if, other than during pregnancy for women, 


a doctor or a health-care professional had ever told them they 
0 


had diabetes. From these responses, 480 persons aged 
years were classified as having previously diagnosed diabetes. 
Of 1,996 persons aged >20 years without diagnosed diabetes 
who were randomly assigned to a morning examination ses- 
sion and who fasted 9 to <24 hours, plasma glucose values 
were obtained for 1,734 (87%). Plasma glucose was measured 
by using a hexokinase enzymatic method with a coefficient of 
variation of <2.5% during the 2 years of the survey. Diagnostic 
criteria of the American Diabetes Association (ADA) were used 
to categorize persons without previously diagnosed diabetes as 
to whether they had undiagnosed diabetes (fasting plasma glu 
cose >126 mg/dL) or impaired fasting glucose (fasting plasma 
glucose 110 to <126 mg/dL) (5). 

Findings from NHANES 1999-2000 were compared with 
those from NHANES III (1988-1994), which used similar 
procedures (3). Sampling weights for the interviewed sample 
and the morning plasma glucose sample were incorporated to 
provide estimates that were representative of the U.S. popula- 


tion. Prevalence based on fasting glucose in the morning sample 
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of persons without diagnosed diabetes was adjusted as 
desc ribed prey iously (06) so estimates based on these data would 
represent the total U.S. population. Age- and sex-adjusted rates 
were computed by the direct method by using U.S. 2000 Cen- 
sus data, with age categories of 20-39, 40—59, and >60 years. 
Replicated variance estimation methods were used to calcu- 


late the standard errors, accounting for both the complex 


sample design and the use of both interview and morning 


examination sample data in combination. Two sample t-tests 
were used to test differences in proportions. 

lhe estimated unadjusted prevalence of previously diagnosed 
diabetes in adults aged >20 years during 1999-2000 was 5.9% 
(95% confidence interval [Cl +.9-6.9) (Table 1), repre- 
senting 11.8 million (95% Cl = 9.8—13.8 million) U.S. adults. 
he prevalence increased by age, reaching 15.0% (95% CI 
12.6—17.5) among persons aged >G60 years. Rates were similar 
by sex. The adjusted prevalence was significantly lower in non- 
Hispanic whites compared with Mexican Americans and non- 
Hispanic blacks. The unadjusted prevalence of undiagnosed 
diabetes based on fasting glucose in adults aged >20 years was 
2.4% (95% Cl 1.5—3.4) during 1999-2000, representing 
t.9 million (95% CI = 3.0-6.8 million) U.S. adults. Preva- 
lence increased slightly with age and was similar in men and 
women. Rates were similar by race/ethnicity. 

Combining diagnosed and undiagnosed diabetes (Table 2) 
the unadjusted prevalence of total diabetes during 1999-2000 
was 8.3% (95% CI = 6.9-9.8), affecting an estimated 16.7 
million (95% Cl = 13.8—-19.6 million) persons aged >20 years. 
Differences in prevalence by age, sex, and race/ethnicity mit 
rored those for diagnosed diabetes. During 1999-2000, the 
proportion of total diabetes that was undiagnosed was 29% 
(95% Cl 21%-—38% lhe overall prevalence of diagnosed 
diabetes, undiagnosed diabetes, total diabetes, and the overall 
proportion of total diabetes that Was undiagnosed did not 
change significantly from 1988-1994 to 1999-2000. 

Overall prevalence of impaired fasting glucose during 1999 
2000 was 6.1% (95% Cl +.4—7.9) (Table 1), representing 
12.3 million (95% Cl = 8.8—15.8 million) persons aged >20 
years. Rates increased with age, were higher in men (7.9%) 
95% Cl = 5.5—10.2) than in women (4.5%) (95% CI = 2.8 
6.2), and were similar by race/ethnicity. The overall decrease 
in prevalence observed from 1988-1994 to 1999—2000 was 
not statistically significant. 

During 1999-2000, the combined unadjusted prevalence 
of total diabetes and impaired fasting glucose in adults aged 
20 years was 14.4% (95% Cl 12.3%—-16.5%) (Table 2), 
representing 29.0 million (95% Cl 24.8—33.2 million) 
persons. Prevalence increased with age, reaching 33.6% (95% 
Cl = 28.8%-38.4%) by age >60 years. Adjusted prevalence 


was significantly lower in women than in men, and in 
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TABLE 1. Number and percentage of adults aged >20 years with previously diagnosed diabetes, undiagnosed diabetes’, and 


impaired fasting glucose, by selected characteristics — National Health and Nutrition Examination surveys (NHANES), United 
States, 1988-1994 and 1999-2000 





1988-1994 1999-2000 
(Unadjusted) (Adjusted’) (Unadjusted) (Adjusted) 

Characteristic ‘ (%) (95% Cl) (%) (95% Cl) " (%) (95% Cl) (%) (95% Cl) 
Previously diagnosed diabetes 
Age group (yrs) 

20-39 (0.8-—1.4) (0.7—1.4) (1.4) (0.8—2.0) 1.4) (0.6-2.2) 

40-59 (4.8-6.2) (4.3-6.7) (5.8) (4.4-7.3) (5.8) (4.1-7.6) 

>60 (11.8-13.8) / (11.3-14.2) 15.0) 2.6—17.5) (15.2) (12.4—17.9) 

Total (4.8-5.5) (5.0—5.8) (5.9) (4.9-6.9) (6.1) (5.1-7.1) 
Sex 

Male (4.4-5.3) 5.4 (4.9-5.8) (6.1) - (6.6) 

Female (4.8-5.9) 5.4 (4.8-6.0) (5.7) (4.7-6.€ (5.7) 
Race/Ethnicity" 

White, non-Hispanic (4.5-5.4) (4.4—-5.4) (5.0) (3.8-6.2) (4.8) 

Black, non-Hispanic (6.2-7.6) (7.6-9.3)** (9.6) (7.1-—12.0) (11.7) 

Mexican American (5.0-6.3) (8.6—10.6) (6.1) (4.5-7.7) (9.6) 























Undiagnosed diabetes 
Age group (yrs) 
20-39 (0.3-0.8) (0.3-0.8) ] (0.9) (0.0—1.8) 
40-59 (2.4—4.3) (2.4—4.3) (3.3) (1.6—5.0) 
>60 (4.9-7.3) (5.0-7.6) f (4.2) (2.0-6.3) 
Total (2.2-3.2) (2.3-3.3) y (2.5) (1.6—3.4) 
Sex 
Male 3,072 (2.3-3.8) (2.5—4.1) : 2.7 (1.4—4.0) 
Female 3,516 (1.8-3.0) 2.5 (1.8-3.1) y 2. (1.2 
Race/Ethnicity‘ 
White, non-Hispanic 2,798 (2.0—3.0) 2 (1.9-3.0) 
Black, non-Hispanic (2.8—4.0) 3.9 (3.2—4.6) 
Mexican American (2.5—4.3) 4.5 (3.3-5.7)" 


3.5) 


(1.4-—3.8) 

(1.5-4.9) 

(1.1-3.7) 

impaired fasting glucose 

Age group (yrs) 

20-39 2,864 (2.8) (1.8-3.8) (1.8-3.7) 641 (1.6) (0.4—2.8) (1.6) (0.4—2.8) 
1,785 (7.6) (5.9-9.2) 7 (5.9-9.2) 509 (6.3) (3.9-8.7) (6.4) (3.9-8.9) 
1,939 14.4) (12.8-16.0) (14.7 (13.1-16.3) 584 (14.4) (9.9-18.8) (14.6) (10.2—19.0) 


40-59 
>60 


Total 6,588 (7.0) (6.1-7.8) (6.3-8.1) ,734 (6.1) (4.4-7.9) (6.2) (4.5-7.9) 
Sex 


Male 3,072 (8.8) (7.4—10.3) 9.3 (7.8—10.8) 810 (7.9) (5.5-10.2) (8.3) (5.9-10.6) 
(2 


Female 3,516 (5.3) (4.6—6.0) (5.¢ (4.5-6.0) 924 (4.5) 
Race/Ethnicity‘ 

White, non-Hispanic 79 (7.0) (6.0-8.0) (5.9-8.1) 810 (6.0) (3.6 (5.7) (3.4-7.9) 

Black, non-Hispanic 75 (6.2) (5.1-7.4) (7.2 (5.9-8.5) 305 (5.3) (6.3) (3.1-9.4) 

Mexican American 772 (7.5) (6.3-8.7) 9.7 (8.3-11.0)"7 473 (5.5) 3.4 § (6.7) (4.8-8.7) 


8-6.2) (4.5) (2.8-6.2) 





* On the basis of fasting plasma glucose 
Estimates for total and racial/ethnic populations were age- and sex-adjusted, estimates for age groups were sex-adjusted, and estimates for sex groups 
. were age-adjusted, all by using the 2000 U.S. census population 
~ Confidence interval 
Numbers for racial/ethnic populations other than non-Hispanic whites, non-Hispanic blacks, and Mexican Americans were too small for meaningful 
analysis 
** Compared with NHANES 1999-2000, p<0.01 
Compared with NHANES 1999-2000, p<0.05 
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TABLE 2. Percentage of adults aged >20 years with diabetes (diagnosed and undiagnosed“) and combined total diabetes and 
impaired fasting glucose, by selected characteristics — National Health and Nutrition Examination surveys (NHANES), United 


States, 1988-1994 and 1999-2000 





1988-1994 


1999-2000 





(Unadjusted) 





(Adjusted?) 





(Unadjusted) (Adjusted) 





Characteristic (%) (95% Cl) (%) 








(95% Cl) (%) (95% Cl) (%) (95% Cl) 





Total diabetes 
Age group (yrs) 
20-39 (1. (1.2-—2.1) (1.6) 
10-59 (2 7 7-10.0) (8.9) 
6 8.9) 7. 3-20.4) (19.0) 
Total i (7.2-8.4) (8.2) 
Sex 
Male (7.5 7.2-8.6 (8.7) 
Female 78 8-8.7) (7.9) 
Race/Ethnicity‘ 
White, non-Hispar 
plack. me ris 


Mexican Americar 


Total diabetes and impaired fasting glucose 
Age group (yrs) 


39 


, 4.4 (3.3-5:! (4.4) 


(16.4) 


4 4 
4 5OQ 1 


»f (33.7) 
Total (15.4) 
Sex 
Male ! j 5 .0-18.¢ (18.0) 
Female 3.1) (12.0-14.1 (13.1) 
Race/Ethnicity‘ 
White, non-Hispanic 14.5)  (13.3-15.6) (14.4) 
Black, non-Hispani 6) (15.3-17.9) (19.5) 


Mexican Americar 5 (14.7 3. (23.7 


(1.2-2.1) (2.2) 
(7.7-—10.0) (9.1) 
(17.4—20.6) (19.2) 

(7.6-8.9) (8.3) 


(1.1-—3.3) (2.2) (1.1-3.4) 
(7.1-—11.1) (9.2) (7.1-11.2) 
(16.0—22.5) (19.3) (16.1-22.6) 


(6.9-9.8) (8.6) (7.2-10.1) 


(7.9-9.4) (8.6) (6.7—10.6) (9.3) (7.4—11.3) 
(6.8-8.9) (6.4—9.6) (8.1) 


(6.7-8.1) ( (5.8-9.5) (7.4) 
(11.4—13.2)*" 2.5 (10.1—14.8) (14.9) 
12.3-15.8) 7.7 (6.1—9.3) (12.0) 


(3.3-—5.4) (2.3-—5.3) (2.3-—5.3) 
(14.2—18.6) (12.3-—18.5) (12.3-—18.7) 
(31.8-35.6) (28.8—38.4) (29.2-—38.7) 
(14.3-16.6) (12.3-16.5) (12.9-16.8) 


(16.2-19.8) ( (13.6—19.3) (15.0-—20.2) 
(12.0—14.3) 5 (10.4—14.7) 20 (10.5—14.5) 


(13.1-15.8) / (10.8—16.5) (10 
(17.9-21.0) (14.0-—21.4) (21.1) (17.2 
(21.5-26.0)"" : (10.3-16.0) (18.8) (16.2 





* On the basis of fasting plasma glucose 
r 
f 


Estimates for total and racial/ethnic 
were age-adjusted, all Dy usin 


y > 2000 U.S. census population 
Confidence interval 


Numbers for rac ) DO tions ‘ non-Hispank 
analysis 

** Compared with NHANES 1999-2000, 
Compared with NHANES 1999-2000, p<0.( 


non-Hispanic whites compared with non-Hispanic blacks and 
Mexican Americans. Rates were similar in 1988—1994 and 


1999—2000 


Reported by: CC ( 


Editorial Note: Diabetes continues to affect a substantial pro- 
portion of U.S. adults. On the basis of NHANES 1999-2000, 
a total of 8.3% of persons aged >20 years had either diagnosed 
or undiagnosed diabetes, and this percent increased to 19.2% 


for persons aged >G60 years. Men and women were affected simi 


larly by diabetes. However, non Hispanic blacks and Mexican 


2 age- and sex-adjusted, estimates for age groups were sex-adjusted, and estimates for sex groups 


whites, non-Hispanic blacks, and Mexican Americans were too small for meaningful 


Americans had a disproportionately high prevalence compared 
with non-Hispanic whites. Impaired fasting glucose increases 
the risk for diabetes and iS associated with other cardiovascular 
risk factors (7). In 1999-2000, an additional 6.1% of adults 
had impaired fasting glucose (a rate similar in magnitude to the 
prevalence of diagnosed diabetes), increasing to 14.4% for pet 

sons aged >60 years, with men affected more than women. 
0 


Overall, an estimated 14.4% of the U.S. population aged 
years and 33.6% of those aged -60 years had either diabetes o1 
impaired fasting glucose. 

Che findings in this report are subject to at least two limita- 
tions. First, the substantially smaller sample size of NHANES 
1999-2000 limits the precision of estimated prevalences and 
the statistical powel to detect changes in these estimates 
between the surveys. Second, because an oral glucose tolerance 
test (OGTT) was not performed in NHANES 1999-2000, 
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this survey does not capture the additional proportion of per- 
sons with abnormal postload ‘glucose tolerance and normal 
fasting glucose levels. NHANES III (1988-1994) indicated 


that total glucose intolerance was 36% higher based on OGT'I 
data (3). 

lhe findings in this report indicate that the prevalence of 
diabetes, either diagnosed or undiagnosed, and impaired fast 
ing glucose did not appear to increase substantially during the 
1990s. Estimates of diagnosed diabetes in NHANES 1999 
2000 are similar in magnitude to those from NHIS and BRFSS 
during the same years. The apparent lack of increase in preva 
lence is unexpected in light of the increasing prevalence of 
obesity and overweight in U.S. adults documented by the 
NHANES surveys (8). Although a potential change in the 
ratio of undiagnosed to total diabetes prevalence would be an 
important finding, the observed differences are not statisti 
cally significant. Further investigation with additional years 
of NHANES data will be necessary to provide more precise 
estimates. In addition, the potential impact on the prevalence 
estimates of the change in diagnosis of diabetes adopted by 
the ADA in 1997 (5) should be accounted for, along with 
changes in demographic characteristics and overweight. 

Recent trials have documented that lifestyle modification 
(i.e., weight management and increased physical activity) 
reduces the risk for developing diabetes among persons with 
impaired glucose tolerance (9). Other clinical trials and stud 
ies have demonstrated that the risk for diabetic complications 
is reduced substantially by blood glucose, blood pressure, and 
blood lipid control (/0). These messages should continue to 
be communicated through education and outreach activities 
such as the “Steps to a HealthierUS” by the U.S. Department 
of Health and Human Services (http://www.healthierus.gov 
steps), and the “Small Steps, Big Rewards” (http://ndep.nih. 
gov/get-info/dpe.htm) and “Control the ABCs of Diabetes” 
(hetp://ndep.nih.gov/control/control.htm) campaigns of the 
National Diabetes Education Program. 
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Severe Morbidity and Mortality 
Associated with Influenza in 
Children and Young Adults — 

Michigan, 2003 


During late January 2003, the Michigan Department of 
Community Health (MDCH) received reports of severe 
unexplained illnesses and deaths in children and young adults 
aged <21 years residing in Michigan. Subsequently, two of 
the deaths were found to be associated with influenza, includ- 
ing one with neurologic complications. To identify cases of 
severe influenza in otherwise healthy children and young adults 
aged <21 years, MDCH conducted enhanced surveillance for 
influenza-associated illness. This report summarizes the find- 
ings of this ongoing investigation, which indicate the need to 
better define the frequency of serious complications from 
influenza in healthy children and to incorporate such find- 
ings into evaluations of current vaccine recommendations for 
children. 

Enhanced surveillance for influenza-associated severe ill- 
nesses and deaths focused on children and young adults aged 
<21 years at low risk* for influenza complications who 
had illness onset or death after January 1, 2003. Severe influ- 
enza-associated illnesses included nonrespiratory complica- 
tions requiring hospital admission (e.g., myocarditis, 
rhabdomyolysis, encephalitis, encephalopathy, and prolonged 


seizures) or any complications requiring intensive care unit 





high-risk group (1.e., residents of chronic care tacilities 
8 : I 


of the circulatory or respiratory system, including 


h chronic disorders 
ee 
persons with chronic metabolic disorders, renal dysfunction 
1 | | 
hemoglobinopathics, or immunosuppression children on ispirin therapy for 


chronic conditions; and women who are pregnant 
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(ICU) admission. Influenza infections were confirmed by 
viral culture, rapid antigen test, immunofluorescence, or 
immunohistochemical staining (IHC). Surveillance for 
unexplained deaths also was conducted because of the possi- 
bility that such deaths were associated with influenza infec- 
tion. An unexplained death was defined as a fatal, 
community-acquired illness in a person aged <21 years with 
evidence of an infectious process’ but for which no specific 
etiology had been identified. 

MDCH performed case finding by contacting local health 
departments, infection-control practitioners, health-care pro- 
viders, and clinical laboratory directors through the Michi- 
gan Health Alert Network, broadcast fax, and e-mail listservs. 
Medical charts and medical examiner reports were reviewed, 
health-care providers were interviewed, and clinicians were 
asked to perform influenza testing on children who were 
experiencing severe complications from influenza-like illness 
(ILI). In addition, one Michigan county initiated active emer- 
gency department (ED) surveillance in two large tertiary care 
hospitals by laboratory testing all patients with ILI and evalu- 
ating all hospitalized children testing positive for influenza to 
determine if they had illness consistent with the case defini- 
tion for influenza-associated severe illness. Available respira- 
tory specimens were obtained and cultured for influenza and 
other respiratory viruses at local clinical and MDCH labora- 
tories. CDC characterized influenza isolates and evaluated 
available autopsy specimens by using IHC. 

Enhanced surveillance identified 14 influenza cases, com- 
prising four deaths and 10 severe illnesses with onset during 
January 17—February 21 among children and young adults 
aged <21 years in Michigan. Of these 14 cases, eight (57%) 
had evidence of encephalopathy®, including two deaths, and 
one case had evidence of myocarditis. In addition, four 
other unexplained deaths are under investigation. This report 
describes the four influenza-associated deaths and the 10 


know what matters. pas mane Taanaeea 


Influenza-Associated Fatality Reports 

Case 1. In January, a previously healthy male teenager had 
onset of fever, nasal congestion, cough, nausea, vomiting, and 
leg pain. He took over-the-counter (OTC) medications con 
taining pseudoephedrine and acetaminophen that evening and 
the following morning. On that morning, he was found 
unresponsive and was transported to an ED, where 


he could not be resuscitated. ED laboratory tests showed a 


Dispatch 





inflammation oO 
nfection or inflammation 


duration, including seizure but not 
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markedly elevated white blood cell count (WBC) of 34, 000 
cells/mm”, (normal range: 4,000—10,500 cells/mm”) with a 


neutrophilic predominance, a substantially elevated troponin 


of 98.5 ng/ml (normal range: 0—0.39 ng/ml), and a negative 


toxicology screen. Evaluation of autopsy specimens indicated 
interstitial pneumonia and focal myocyte necrosis without 
frank myocarditis. IHC of respiratory epithelial cells of bron- 
chi from centrally located lung tissue was positive for influ- 
enza A virus. Review of available records revealed no history 
of influenza vaccination. 

Case 2. In January, a previously healthy girl aged 6 years 
with a 1-day history of fever, sore throat, and cough was 
examined by her primary-care physician and noted to have 
harsh upper airway sounds. A rapid test of a throat swab for 
Group A Streptococcus was negative. The patient received oral 
prednisone for the treatment of croup and an OTC cold medi 
cine containing acetaminophen without salicylates. Later the 
same day, she complained of leg pain. The next morning, she 
was found apneic. When paramedics arrived, the patient was 
in cardiopulmonary arrest and was intubated, resuscitated, and 
transported to an ED. Her WBC count was 15,900 cells/mm J 
She was transferred to the pediatric ICU, where she died the 
same day. A viral culture of an endotracheal aspirate was posi- 
tive for influenza A virus that was antigenically similar to the 
vaccine strain A/New Caledonia/20/99 (H1N1)-like. A bac- 
terial culture of a throat swab taken at her primary-care 
physician's office was positive for Group A Streptococcus. 
Evaluation of autopsy specimens indicated bronchopneumo- 
nia with numerous intracellular bacteria in the intra-alveolar 
infiltrate. IHC of bronchiolar epithelial cells from lung tissue 
was positive for influenza A virus but negative for Group A 
Streptococcus. Review of available records revealed no history 
of influenza vaccination. 

Case 3. In February, a girl aged 5 years with no underlying 
health conditions had onset of a low-grade fever. During the 


evening, she became disoriented and lethargic and vomited at 


least seven times. She had recently completed a course of 


amoxicillin for treatment of streptococcal pharyngitis. The 
patient received medications containing ibuprofen; no infor- 
mation about aspirin exposure was available. On arrival to an 
ED the next day, she had a temperature of 104.1 F (40.05 
C) and a WBC count of 13,100 cells/mm? and again vom- 
ited. Antibiotics were administered. A nasopharyngeal swab 
was positive for influenza A virus by a rapid antigen test, and 
treatment with oseltamivir was initiated. Liver function tests 
showed an elevated aspartate transaminase of 494 U/L (nor 
mal range: 20-45 U/L) and elevated alanine aminotransferase 
of 383 U/L ( normal range: 5-25 U/L). The patient's neuro 
logic status deteriorated rapidly, and she progressed to respi- 


ratory arrest. After intubation, a computerized tomography 


scan indicated uncal herniation. The patient died 19 hours 
after admission. Autopsy was declined. A viral culture of the 
nasopharyngeal specimen obtained during the hospitalization 
was positive for influenza A virus that was antigenically simi 
lar to the vaccine strain influenza A/ New Caledonia/20/99 
(H1N1)-like. The patient's illness was consistent with influ 
enza-associated encephalopathy; however, Reye syndrome 
could not categorically be ruled out because no autopsy was 
performed. Review of available records revealed no history of 
influenza vaccination. 

Case 4. In February, a boy aged 2 years with a history of 
resolved reactive airway disease had onset of a fever and cough. 
[he next evening and on the third morning, the patient 
received a children’s formulation of an OTC combination cold 
medication. After several hours of lethargy, the boy was found 
unresponsive at home. Paramedics transported the child to 
the hospital, where attempts to resuscitate were unsuccessful. 
A postmortem lung swab was positive for influenza A virus by 
a rapid antigen test, but viral culture was negative. Evaluation 
of autopsy specimens indicated tracheobronchitis and mas- 
sive brain edema without evidence of inflammation. IHC of 
respiratory epithelial cells of trachea and bronchi from cen- 
trally located lung tissue was positive for influenza A virus. 


he patient had not been vaccinated against influenza. 


Severe Nonfatal Influenza Illness 

Surveillance identified 10 children with severe illnesses that 
were likely complications of influenza (Table). The median 
age of these children was 2.5 years (range: 14 months—9 years); 
eight patients were female. Nine patients were influenza A 
virus—positive, and one was influenza B virus—positive. Of the 
nine influenza A virus cases, eight were confirmed by culture 
and one by rapid antigen test. Three influenza A virus isolates 
were HIN1, four were HIN2, and one was H3N2. Of those 


antigenically characterized, the HIN 1 virus isolates and H3N2 


TABLE. Number and percentage of signs and symptoms and 
conditions among influenza-positive patients* — Michigan, 
2003 


Signs and symptoms/Conditions No. (%) 


(100) 
(57) 
(29) 
(36) 
(14) 
(21) 

(7) 


(40) 








Fever 
Encephalopathy! 
Seizures 
Nausea/Vomiting 
Rhabdomyolysis 
Leg pains 
Myocarditis 
ALTS/AST" >3x normal 
*N=14 
' Defined as altered mental status of any duration, including seizure, and 
. not including simple febrile seizures 
_ Alanine aminotransferase 

Aspartate transaminase 
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virus isolates were similar to the 2002—03 influenza vaccine 
strains A/New Caledonia/20/99 (HIN1) and A/Panama 
2007/99 (H3N2). Of the HIN2 isolates, the H1 antigen was 
similar to that from the A/New Caledonia/20/99 (H1IN1) 
vaccine strain, and the N2 antigen was similar to that from 
the A/Panama/2007/99 (H3N2) vaccine strain; the vaccine 
should provide protection against influenza A(H1N2) virus. 
Che influenza B isolate was most similar antigenically to the 
reference strain B/Brisbane/32/2002, a minor variant of the 
B/Hong Kong/330/2001 vaccine strain. Vaccination history 
of these 10 children is unknown 

Reported by: \// \\ 
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Editorial Note: Nationally, the 2002—03 influenza season was 
mild; however, this investigation documented severe influenza 
associated morbidity and mortality, including encephalopa 
thy, among children and young adults aged <2] 


Michigan 


opathy among children is a substantial public health prob 


years In 


In Japan, influenza-associated acute encephal 


lem; in the winter of 1998-99, for example a total of 148 
cases of encephalitis/encephalopathy associated with influenza 
were reported (2). Few such cases have been reported in the 
United States (3 he reasons for these differences are 
uncleas 

Influenza-associated deaths and severe illnesses in children 
might be underreported in the United States. Because baseline 
data on such events are not generally available, whether th« 
cases described in this report represent an increase or are the 


result of enhanced surveillance is unknown. In addition, 


because influenza is not a nationally reportable disease, the 
‘ | f a | deatl n influen 
estimated numbers of annual deaths from influenza are 
derived from modeling techniques ) 
Of the four deaths associated with influenza, none were in 
, ; 
children considered to be at high risk for influenza, nor were 
, hicl } 
ige group ror which influenza vaccination 1s 
encouraged by the Advisory Committee on Immunization 
Practices (ACIP) (6). The risk factors for severe complications 
and death from influenz iin previou ly healthy children have 
ruses isolated from these cases 


not been well described. The 


re of different types and subtypes and were antigenically 


similar to viruses in circulation throughout the United States 
during 2002—03 
Vaccination fol influenza 1S recommended rol persons il 


high risk for complic tions from influenza. Young, otherwise 


healthy children ged 6—23 months are at increased risk for 


influenza-related hospitalization. For this reason, influenza 


vaccination of healthy children aged 6-23 months is encour- 


aged when feasible (6). The results of this ongoing investiga- 
tion indicate the need for further studies to better define the 
frequency of serious complications from influenza in children 
and young adults and to incorporate such findings into evalu- 


ations of current vaccine recommendations for children. 
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Self-Reported Concern About Food 
Security Associated with Obesity — 
Washington, 1995-1999 


Obesity is epidemic among all segments of the U.S. popu 
lation and in all regions of the countrry, and persons who are 
obese are at higher risk for several chronic diseases (/). Previ 
ous studies have sugec sted a possible relation between obesity 
and tood insecurity (1.e., Nol having access al all times to 
enough safe and nutritious food for an active, healthy lifestyle 
2| because such foods are not available consistently or house 
hold resources are insufficient to meet the cost) (3—5). To 
assess the relation between obesity and concern about food 
security, the Washington state | Yepartment of | fealth analyzed 


statewide data from the 1995-1999 Behavioral Risk Factor 
















































Vol. 52 / No. 35 





MMWR 


841 





Surveillance System (BRFSS). This report summarizes the 
results of the analysis, which indicate that concern about food 
security is associated with obesity. Longitudinal studies are 
needed to determine whether food insecurity causes obesity 
sO appropriate interventions can be designed and implemented. 

BRFSS is an ongoing, random-digit—dialed telephone sur- 
vey of the U.S. civilian, noninstitutionalized population aged 
>18 years. The state-based survey collects data about modifi- 
able risk factors for chronic diseases and leading causes of death. 
During 1995-1999, a total of 17 


the Washington BRFSS (median response rate: 52.4%; range: 


Me 
,371 persons responded to 


50.2%-61.5%). The survey collected self-reported data on 





were included in the model. Although reporting poor or fait 
health status and having received a previous diagnosis of asthma 
were associated with obesity in the simple logistic regression 
analyses, these conditions were not included in the multipk 
regression model because they probably result from rather than 
cause obesity (6). 

Che multiple logistic regression model included income and 
education as potential confounders. Persons who reported 
concern about food security were more likely to be obese than 
those who did not report such concerns (adjusted odds ratio 


1.29; 95% confidence interval = 1.04—1.83 (Table). 















height and weight that were used to 
calculate body mass index (BMI) (i.e., 
weight in kilograms divided by height 
in meters squared [weight (kg)/height 
squared (m7)]). Obesity was defined as 
having BMI of >30.0 kg/m. Having 
concerns about food security was 
defined as answering “yes” to the ques- 
tion, “In the past 30 days, have you been 
concerned about having enough food 
for you or your family?” Each potential 
risk factor was analyzed separately by 
using simple logistic regression to iden- 
tify risk factors for obesity. Multiple 
logistic regressions were conducted to 
identify risk factors for obesity while 
controlling for potential confounders. 
SUDAAN was used to account for the 
complex sampling design. 

During 1995-1999, of 17,371 
respondents, 3,252 (18.7%) were clas- 
sified as obese. Persons who reported 
concern about food security, whose 
annual household income was 
<$20,000, who had no college educa- 
tion, or who were female, black, Ameri- 
can Indian/Alaska Native, Hispanic, ot 
aged >45 years were more likely to be 
obese than other persons (Table). 
Asians/Pacific Islanders were less likely 
to be obese than whites. Obese persons 
also were more likely to report a seden- 
tary lifestyle, to eat fewer fruits and veg- 
etables, to have poorer health, and to 
have received a diagnosis of asthma. 
Because no significant interactions were 
found among the independent vari- 


ables, only the main-effect variables 


TABLE. Number, percentage, and adjusted odds ratio (AOR) of persons reporting 
being obese, by selected characteristics — Behavioral Risk Factor Surveillance Sys- 


tem, Washington, 1995-1999 








Characteristic No.” (%) (95% Cl') AOR‘ (95% Cl) 
Food insecure 
Yes 230 (24.7) (21.3-28.1) 1.3 (1.0-1.8)' 
No 2,984 (18.1) (17.4—18.8) 1.0 (referent) 
Sex 
Female 1,915 (19.6) (18.7-—20.5) 
Male 1,337 (17.5) (16.5-—18.5) 
Race/Ethnicity 
Black 98 (26.6) (20.9-—32.3) hy (1.7—4.2) 
American Indian/Alaska Native 64 (26.5) (20.3-32.7) 1.1 (0.6—2.3) 
Asian/Pacific Islander 58 (10.1) (7.3-12.9) 0.4 (0.2-0.8) 
White 2,970 (18.6) (17.9-—19.3) 1.0 (referent) 
Hispanic 166 (23.6) (19.9-27.3) 1.5 (1.0-2.1) 
Non-Hispanic 3,060 (18.3) (17.6—19.0) 1.0 (referent) 
Age (yrs) 
>45 1,704 (21.6) (22.6-—23.6) 1.3 (1.1-—1.6) 
<45 1,524 (15.9) (15.0-—16.8) 1.0 (referent) 
Education 
No college education 1,308 (20.9) (19.7-22.1) 
Some college education 1,936 (17.1) (16.3-17.9) 
Annual household income 
<$20,000 657 (20.3) (18.6-22.0) 
>$20,000 2,595 (18.2) (17.5-—18.9) 
Physical activity 
Sedentary 373 (30.4) (27.5-33.3) 2.0 (1.6-2.4) 
Active 965 (16.6) (15.5-17.7) 1.0 (referent) 
Fruit and vegetable intake 
Less than five servings per day 1,047 (20.0) (18.7-21.3) 1.3 (1.1-1.5) 
At least five servings per day 293 (16.2) (14.3-18.1) 1.0 (referent) 
Health status 
Poor /Fair 602 (31.5) (29.1-—33.9) 
Good/Very good/Excellent 2,638 (17.0) (16.3-17.7) 
Ever had asthma diagnosed 
Yes 290 (23.5) (20.8-—26.2) 
No 1,640 (18.0) (17.1-18.9) 
Total 3,252 (18.7) 





*Totai numbers by selected characteristics 

, selected characteristics were excluded 

. Confidence interval 

* All odds ratios control for other factors in the model and for income and education 
Actual Cl = 1.04—1.83 


might differ because respondents with missing data for 
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Editorial Note: Both « nd food insecurity are increas 


ing in the United States (/,.7). Previously identified risk factors 


for obesity among adults include having a low income (among 
women) or education level, being aged >45 years or a member 


ial/ethnic populations ind not being active physi 


' oe 
the recommended amount of fruits and veg 
his report supports the findings of previous 


Ss (nal tood insecurity Is associated with obesity —)) 
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consumption physiologic idapt ition of increased body fat in 
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Cigarette Smoking-Attributable 
Morbidity — United States, 2000 


Each year in the United States, approximately 440,000 pet 
sons die of a cigarette smoking-attributable illness, resulting in 
5.6 million years of potential life lost, $75 billion in direct medi 
cal costs, and $82 billion in lost productivity (/). To 
assess smoking-attributable morbidity, the Roswell Park Can 
cer Institute, Research Triangle Institute, and CDC analyzed 
data from three sources: the Behavioral Risk Factor Surveil 
lance System (BRFSS), the National Health and Nutrition 
Examination Survey III (NHANES III), and the U.S. Census. 
his report summarizes the results of that analysis, which indi 
cate that an estimated 8.6 million persons in the United States 
have serious illnesses attributed to smoking; chronic bronchitis 
and emphysema account for 59% of all smoking-attributable 


| 


j . j j 
diseases | hese findings underscore the need tO ¢ xpand surveil 


lance of the disease burden caused by smoking and to establish 


comprehensive tobacco-use prevention and cessation efforts to 
reduce the adverse health impact of smoking. 


Data on the number of persons by sex, age group (18-34 

ars, 35—49 years, 50-64 years, and >65 years), and race 
white or other race) for each state and the District of Colum 
bia were obtained from the 2000 U.S. Census. National esti 
mates of the prevalence of current, former, and never smokers” 
were derived from the combined data from the 1999, 2000, 
and 2001 BRFSS surveys 
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Estimates of the prevalence of smoking-related conditions 
were obtained from the NHANES III survey for 1988-1994 
for current, former, and never smokers for each demographic 
group to estimate the smoking-attributable fractions of mor- 
bid conditions. The smoking-related conditions for which data 
were collected are those categorized by the U.S. Surgeon Gen 
eral as caused by smoking (2) and addressed in NHANES III. 
Respondents reported whether a “doctor ever told” them if 
they had any of the following conditions: stroke, heart attack, 
emphysema, chronic bronchitis, and specific cancer types, 
including lung, bladder, mouth/pharynx, esophagus, cervix, 
kidney, larynx, or pancreas. Smoking-attributable morbidity 
estimates were obtained in two ways. For one estimate, each 
person was considered as the unit of analysis, and persons 
with at least one smoking-related condition were counted as 
having a condition. For the second estimate, the condition 
was treated as the unit of analysis, so persons with multiple 
conditions were counted more than once. Estimates were 
derived separately for each condition, and the total of all con 
ditions was summed. 

lhe number of persons with a smoking-attributable mort 
bid condition was estimated by state and demographic sub 
populations from the following five steps: 1) BRFSS smoking 
status estimates by demographic group were applied to cen 
sus data to estimate the number of current, former, and never 
smokers in each demographic group in each state; 2) NHANES 
Il] smoking-related disease frequency data were applied to the 
numbers from the first step to estimate the number of adults 
with a smoking-related condition; 3) attributable fractions for 
current and former smokers in each demographic group were 
multiplied by the number of persons with a smoking-related 
disease to yield an estimate of the number of persons 
with a disease that is attributable 


to smoking (attributable fraction 





fraction was calculated by using standard methodology (3), 
and a joint 95% confidence interval (C1) was obtained for 
each attributable fraction by using Bonferroni’s adjustment 
method (4). 

In 2000, an estimated 8.6 million (95% Cl 6.9-10.5 
million) persons in the United States had an estimated 12.7 


million (95% CI = 10.8-15.0 million) smoking-attributab 





conditions. For current smokers, chronic bronchitis was the 


most prevalent (49%) condition, followed by emphysema 


(24%). For former smokers, the three most prevalent condi- 


tions were chronic bronchitis (26%), emphysema (24%), and 
previous heart attack (24%). Lung cancer accounted for 1% 


of all cigarette smoking-attributable illnesses (Table). 


j 


GA Giovino, PhD, ] Yang, PhD, KM Cummines, PhD, Dept of Can 


10€) 


Reported by: A Hyland, PhD, C Vena, ] Bauer, PhD, Q Li, MS 
Institute, Buffalo, New York. P Mowery, MS, Research lriang le Institute 
PhD, L Pederson, PhD, Office on Smoking and Health, CD¢ 
Editorial Note: This report provides the first national esti 
mates of the number of persons with serious chronic illnesses 
caused by smoking and the total number of their smoking- 
attributable conditions. The findings indicate that more per- 
sons are harmed by tobacco use than is indicated by mortality 
estimates. Examining trends in tobacco-attributable morbid- 
ity provides another way to monitor the progress of tobacco 
control efforts. 

Smoking attributable mortality estimates published in 2002 
(/) differ from the estimates described in this report. Mortal 
ity data indicate the number of persons who die of a disease 
each year, and morbidity data from this study are used to esti 


mate the prevalence of persons living with diseases caused 


TABLE. Number and percentage of cigarette smoking-attributable conditions* among 











disease prevalence rate » — disease current and former smokerst, by condition — United States, 20008 
prevalence rate unexposed! / disease preva Current Former 
smokers smokers Overall 
lence rategyposed); 4) the numbers = 
. i Condition No. (%) No. (%) No. (%) 





obtained from the third step were = — 
wonic Droncnitis 


Emphysema 
Heart attack 


summed across all demographic catego 
ries in each state to yield an estimate of 


persons W ith smoking attributable con 


‘ Stroke 
ditions in each state; and 5) the num- Lung cancer 
bers of smoking-attributable morbid Total 


All cancer except lung cancer 


2,633,000 (49) 1,872,000 (26) 4,505,000 (35) 


1,273,000 (24) 1,743,000 (24) 3,016,000 (24) 
719.000 (13) 1,755,000 (24) 2,474,000 (19) 
358,000 (7) 1,154,000 (16) 1,512,000 (12) 
384,000 (7) 637,000 (9) 1,021,000 (8) 
46,000 (1) 138,000 (2) 184,000 (1) 


5,412,000 (100) 7,299,000 (100) 12,711,000 (100) 





conditions obtained in each state from 
step four were summed to yield an over 

é _ pancreas 
all U.S. estimate. Survey design 
adjusted variance estimates were calcu 
lated for each smoking and disease 
prevalence by using SUDAAN. The « 1,000 


variance estimate for the attributable 


* Cigarette smoking-attributable conditions considered are stroke, heart attack, emphysema, chronic 
bronchitis, and cancer of the lung, bladder, mouth/pharynx, esophagus, cervix, kidney, larynx, and 


Current smokers were defined as persons who reported smoking >100 cigarettes during their lifetime 

and who now smoke some days or every day. Former smokers were defined as persons who reported 
. having smoked >100 cigarettes during their lifetime but did not smoke at the time of interview 
“Results are adjusted for age, race, sex, and state/area of residence and rounded to the nearest 


Numbers might not add to total because of rounding 
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by smoking at a point in time. In addition, mortality esti 
mates are based on official cause of death data and smoking- 
attributable fractions derived from data from the Cancer 
Prevention Study II, and the smoking-attributable morbidity 
fractions in this study are based solely on self-reported survey 
data on diseases addressed in NI | ANI Ss III. 

lhe findings in this report are subject to at least three limi 
tations. First, the estimates do not adjust for potential con- 
founders (e.g., diet, exercise, or geography) other than age, 
sex, and race/ethnicity. The impact of confounding was 
examined in a prospective cohort study of approximately one 
million persons; findings indicated that adjusting for several 
demographic, behavioral, medical, and occupational factors 
reduced the smoking attributable mortality estimate by only 
2.5%. However, no analyses have been performed that exam 
ine smoking-attributable morbidity or that use a broader range 
of potential confounders (5). Second, disease data are self 
reported and might not represent the true rate or type of dis- 
ease. A Canadian study found that the rate of underreporting 
of the chronic conditions cancer, stroke, and hypertension 
was approximately two times greater than the rate 
of overreporting (6). In addition, 63% of NHANES III 

' 


j ’ | | 
respondents with documented iow-lung function (forced 


| ‘ 
expiratory volume in | second was <80 


lid 


| 
value did not self report any diagnosis of obstructive lung 


of the predicted 


disease (7). Therefore self-reported data are probably 


substantial underestimates of a true disease burden. Finally 
the scope of diseases considered in this report was limited to 


those diseases rol which survey data were available and those 


the U.S. Surgeon General implicated smoking as the cause. 
Various additional chronic and acute conditions affect qual 
itv of life and are caused by cigarette smoking. Inclusion of 
idditional diseases would increase the amount of morbidity 
; 


ittriDt 


lhe findings in this report complement CD mortality data 
j { 


ind estimates of the number ol idults V\ ith chronk ClIsé ises 
} | ] ‘ 1] 

caused by smoking \pproxim all current and 

rormer adult smokers have a ing-attributable chronic 

disease. Many o periencing 

, , ' ' 

decreased quality of life, and society will likely bear substan 


’ 


tial direct and indirect economk ese diseases 


More persons will experience ecrTiou chronic diseases ittrib 


utable to smoking if they continue to smoke (8). This report 


underscores the need to « <pand the implementation of proven 


strategies to reduce tobacco use such as increasing the cost of 
cigarettes, increasing clean indoor air regulations, and imple 


menting comprehen ive tobacco-use prevention and cessation 


programs 
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Public Health Dispatch 


Multistate Outbreak of Hepatitis A 
Among Young Adult Concert Attendees — 
United States, 2003 


In July 2003, a cluster of hepatitis A cases was identified among 
young adults who had attended outdoor concert and camping 
events featuring various “jam bands.” As of September 2, a 
total of 25 cases have been reported among residents of nine 
states (Arizona, California, Colorado, Indiana, Michigan, New 
York, Oregon, Tennessee, and Wisconsin). The majority of cases 
were among young adults who attended concerts during the 
spring and summer. The median age of infected persons was 
23 years (range: | +4 years); 14 (56%) were male. 

he bands performing at these concerts and festivals attract 
fans who travel from one concert to another, sometimes con 
tinuously over several months. Concerts often are multiday 
events involving camping on established or impromptu camp 
grounds, and Sanitary conditions sometimes are poor. l not 
ficial food vendors are common at these events, and many are 
concert attendees. Attendance at the events has ranged from 
1,200 to 82,000 persons \t large outdoor gatherings, crowded 
conditions, a lack of hand-washing facilities, and poor sanita 
tion might contribute to the potential for disease transmis- 
sion (/,2 

Epidemiologic and laboratory investigations are under way 
to identify potential sources of hepatitis A virus infection and 
modes of transmission. Several patients have reported close 


contact with other ill patients during the incubation period, 
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suggesting that person-to-person transmission might play an 
important role in the spread of the infection. On the basis of 
early findings in this investigation, vaccination and education 
campaigns were held at two recent concert events. Approxi- 
mately 300 attendees were vaccinated, and several contacts 
were administered postexposure prophylaxis. 

he three bands that infected persons most commonly fol- 
lowed completed their summer concert tours in early August. 
However, fall tours are scheduled to begin in September. Con 
cert attendees are advised to wash their hands frequently with 
soap and water, particularly after using the bathroom and be- 
fore eating; to cook their food and drink only potable water; 
and to avoid food or drugs that could have been prepared 
under unsanitary conditions or handled by an infected per- 
son. 

On July 9, the Colorado Department of Public Health and 
Environment first notified all other states and CDC of a pos 
sible cluster of hepatitis A among concert attendees; CD¢ 
requested reports of similar cases from other health depart 
ments. CDC plans to continue enhanced surveillance for ad- 
ditional cases. Because of the relatively long incubation period 
for hepatitis A (15—50 days), persons exposed at summer con- 
certs might not become symptomatic until early fall, and trans- 
mission could continue with the start of fall tours. CD¢ 
requests that young to middle-aged adults with newly diag 
nosed hepatitis A be asked if they have attended a “jam band” 
concert or any outdoor concert and associated camping event. 
Cases of hepatitis A among concert attendees or their infected 
contacts should be reported to CDC through state or local 
health departments, and available serum should be saved fot 
molecular testing at CDC. In addition, health departments 
are encouraged to contact CDC’s Division of Viral Hepatitis, 
telephone 404-371-5419, about cases of hepatitis A that might 
be related to these concerts. 

Reported by: ? Grande, Tri-County Health Dept, Englewood 
1 Cronquist, MPH, Colorado Dept of Public Health and Environment 
S Fernyak, MD, S Huang, MD, I Bibl, San Francisco Dept of Publi 
Health: E Osvald-Doppelhauer, Trinity County Health and Huma 
Sm Dept Weaverville: C Woodfill, PhD, D Vueia, MD, G Agyekun 


VPH, California Dept of Health Svcs. ] Kravitz, MD, Washington 
County Dept of Health and Human Svcs, Hillsboro; H Gillette, MPH 
Oregon Dept of Human Svcs. G Armstrong, MD, P George, MPH 
L Finelli, DrPH, Div of Viral Hepatitis, National Center for Infectious 


Diseases; P Patel, MD, N Jain, MD, EIS officers, CD¢ 
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West Nile Virus Activity — 
United States, August 28- 
September 3, 2003 


This report summarizes West Nile virus (WNYV) survei 
lance data reported to CDC through ArboNET as of 3 a.m., 
Mountain Daylight Time, September 3, 2003. 

During the reporting week of August 28—September 3, a 
total of 414 human cases of WNV infection were reported 
from 22 states (Alabama, Georgia, lowa, Kansas, Kentucky, 
Louisiana, Minnesota, Mississippi, Missouri, Montana, 
Nebraska, New Jersey, New Mexico, New York, Ohio, Okla 
homa, Pennsylvania, South Dakota, Tennessee, Texas, Virginia, 
and Wyoming), including 16 fatal cases from eight states (lowa, 
Missouri, Nebraska, New Mexico, New York, South Dakota, 
lexas, and Wyoming). During the same period, WNYV infec 
tions were reported in 975 dead birds, 252 horses, one dog, 
one squirrel, two unidentified animal species, and 532 mos 
quito pools. 

During 2003, a total of 1,856 human cases of WNV infec 
tion have been reported from Colorado (n = 635), Nebraska 
(n = 280), South Dakota (n = 250), Wyoming (n = 164), 
Texas (n = 146), New Mexico (n = 57), Louisiana (n = 42), 
Pennsylvania (n = 38), Montana (n = 32), Mississippi (n = 30), 
North Dakota (n = 28), Alabama (n = 20), Oklahoma (n = 18), 
Kansas (n 17), Minnesota (n = 17), lowa (n = 15), Ohio 


(n 14), Missouri (n = six), New York (n = six), Arkansas 


(n = five), Georgia (n = five), Tennessee (n = five), Florida 
(n = four), Kentucky (n = four), Virginia (four), New Jersey 
(wo), North 


Carolina (n = two), Arizona (n = one), Connecticut (n = one), 


(n = three), Illinois (n = two), Maryland (n 


Massachusetts (n = one), South Carolina (n = one), and Wis 
consin (n = one) (Figure). Of 1,172 (63%) cases for which 
demographic data were available, 660 (56%) occurred among 
males; the median age was 49 years (range: 3} months—97 years), 
and the dates of illness onset ranged from March 28 to 


August 27. Of the 1,172 cases, 37 fatal cases were reported 
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FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2003* 
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New Mex: oO 


South Dakota (n 


, 
Nebraska (n = eight), Colorado (n SIX 


Wyoming (n = four 


n four three), 


two), Kansas 
one), New 


A cotal of 157 presump 


Texas (n = three), Alabama (n = two), lowa (n 


n = one), Mississippi (n = one), Missouri (n 
York (n = one 
tive WNV viremic blood donors have been reported from 
Nebraska (n 3), South Dakota (n +] lexas (n 20) 
New Mexico (1 seven 


n = three , Mississippi (n three), Minnesota (n = two), Mon 


und Ohio (n = one 


Oklahoma (n four), lowa 


tana (n = two), Florida (n = one), and Louisiana (n = one). Of 


subsequently had WNV fever, and none 


subsequently had WN\ meningoencephalitis In addition, 


these donors, 12 


5,197 dead birds with WNYV infection were reported trom 40 
states and New York City; 1,162 WNYV infections in horses 
have been reported from 33 states, five WNV infections were 
reported in dogs, two infections in squirrels, and 12 infec 
tions in unidentified animal species During 2003, WNV\ 
seroconversions have been reported in 546 sentinel chicken 
flocks from 12 states. Louisiana and South Dakota each 
\ total of 5,1 + 
WNV-positive mosquito pools have been reported from 32 
states and New York City 

Additional information about WNYV activity is available 
from CD¢ 


reported three SCTOPOSITIVE sentinel horses 


at http://www.cdc.gov/ncidod/dvbid/westnil« 


index.htm and http://westnilemaps.usgs.gov. 


Notice to Readers 


Missing Vials of Aventis Pasteur Rabies 
Vaccine, August 2003 


On August 27, 2003, Aventis Pasteur notified CDC about 


reports ot packages ot IM¢ VAX 


(a reconstituted vaccine) that are missing the vial of freeze- 


Rabies, Rabies Vaccine 


dried vaccine. Each package should contain one diluent 
syringe and one vaccine vial containing freeze-dried vaccine. 
An investigation is under way. A communication about this 
issue will be sent from Aventis Pasteur to customers when 


additional information becomes available. 


Notice to Readers 


Satellite Broadcast and Webcast on 
Managing Rodents and Mosquitoes 


CDC will present “Managing Rodents and Mosquitoes 
through Integrated Pest Management,’ a live, interactive sat 
ellite broadcast and webcast on September 18, 2003, from 
1:00-2:30 p.m., EDT. The program will provide informa 
tion on the need for local health authorities to implement 
integrated pest management (IPM) as a systems approach in 
the management of pests and vectors. IPM focuses on the 
management of the environment in a manner that is effective 
safe, economical, and sustained and emphasizes surveillance, 
community education and outreach, sanitation, and code 
development and enforcement on a community-wide basis. A 
question and answer session will enable participants nation 
wide to ask questions to panelists through toll-free telephone, 
fax, or TTY lines. 

Che target audience for this program includes environmen 
tal health program directors, managers, and practitioners; 
directors of health departments and other public health offi- 
cials; public health nurses; environmental protection practi 
tioners; policy makers; boards of health; academic institutions; 
national advocacy organizations; and civic leaders. Additional 
information about program content, registration, continuing 
education credit, and accessing the live broadcast/webcast is 
available at http://www.phppo.cdc.gov/phtn/ipm. Informa 
tion about registration also is available from CDC, telephone 
800-418-7246 or 404-639-1292. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals August 30, 2003, with historical 
data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 
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Ratio (Log Scale) 


Beyond Historical Limits 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending August 30, 2003 (35th Week)* 





Cum. Cum. Cum. Cum. 
2003 2002 2003 2002 








Anthrax 


Botulism 


und & unspecified 
Brucello 
Chancroid 
Cholera 
C yciosporiasis 
Diphtheria 
Et ricniosis 
human granulocytic (HGE) 
human monocytic (HME) 
other and unspecified 
Encephalitis/Meningitis 
California serogroup viral 
eastern equine 
Powassan 


St. Louis 




















western equine 





No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
Not notifiable in all states 
Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
Last update July 27, 2003 
Of 31 cases reported, 27 were indigenous, and four were imported from another country 
* Of 26 cases reported, 13 were indigenous, and 13 were imported from another country 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2003, and August 31, 2002 





(35th Week)* 
Encephalitis/Meningitis 
AIDS Chiamydia' Coccidiodomycosis Cryptosporidiosis West Nile 


Cum Cum Cum Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003° 2002 2003 2002 2003 2002 2003 2002 2003 2002 
1,806 242 941 























548,027 2,422 2,974 
18,128 € 


N 


U 





Not notifiabl 9f Northern Mariana | 


ncidence data for rer 
Chlamydia refer 


Updated montt 


ly 27. 2003 


July 


* Contains data r 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2003, and August 31, 2002 


(35th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 
not serogrouped 


Giardiasis 


Gonorrhea 








Cum. Cum. 
Reporting area 2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. 
2002 





Cum. 
2003 


[ 


Cum 
2002 





UNITED STATES 
NEW ENGLAND 


Maine 
N.H 
Vt 
Mass 
R.1 
Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Oni 


ind 
WW 
Mict 
ys 
VV 


W.N. CENTRAL 
Minn 


Nebr 

Kan 

S. ATLANTIC 
De 


Md 


MOUNTAIN 


nt 





notifiable U: Unavailable 
jence data for reporting years 2002 and 20) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2003, and August 31, 2002 
(35th Week)* 





Haemophilus influenzae, invasive' Hepatitis 





All ages Age <5 years (viral, acute), by type 





All serotypes Serotype b Non-serotype b Unknown serotype A 
Cum. Cum Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 


UNITED STATE 181 181 12 25 66 94 128 109 3,819 6,167 


<6 























NEW ENGLAND 1 4 6 8 5 2 187 217 


Maine 1 ) 


N.H } o 


yk 
Tex 


MOUNTAIN 


Mont 


PACIFIC 
Wast 
Oreg 
Calif 
Alaska 
Hawa 


Guar 

P.R 

V1 

Amer. Samoa U J U 

C.N.M.1 U 

N: Not notifiable U: Unavailable No reported cases 

" Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
Non-serotype b: nontypeable and type other than b; Unknown serotype: type unknown or not reported. Previously, cases reported without type information were counted as non- 
serotype b 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2003, and August 31, 2002 


(35th Week)" 





Hepatitis (viral, acute), by type 





B Cc 


Legionellosis 


Listeriosis 


Lyme disease 








Reporting area 


Cum. Cum. 
2002 2003 





Cum. 


2002 





Cum. Cum. 





Cum. Cum. 
2003 2002 





Cum. 
2003 


Cum. 





UNITED STATES 
NEW ENGLAND 


Maine 
N.H 
Vt 
Mass 
R.l 
Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

ind 

il 

Mich 


Ww 
VVIS 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
De 

Md 

D.C 
Va 
W.Va 


CENTRAL 


MOUNTAIN 
Mont 

Idah 

Wy 

Colo 

N. Mex 
Ariz 

Utat 

Nev 
PACIFIC 
Wast 

Oreg 
Cali 
Alaska 
Hawaii 


‘ 


Guam 

P.R 

V1 

Amer. Samoa 
C.N.M.1 


4,912 860 


186 
6 


U 


1,266 


18 


2003 2002 
2 692 


368 382 
32 39 
5 4 
3 4 


2002 





N: Not notifiable 


Unavailable 


No reported cases 


* Incidence data for reporting years 2002 and 2003 are provisional and 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2003, and August 31, 2002 


(35th Week)’ 





Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 








Cum. Cum 
Reporting area 2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





UNITED STATES 640 
NEW ENGLAND 


Maine 
N.H 


Ve 


CENTRAI 


W.S. CENTRAI 
Ark 
Ld 
Ok 
Tex 


MOUNTAIN 
Mont 
Idah 


Ay 
vVy 


PACIFK 
Wast 
Oreg 
Calif 
Alaska 
nmawa 


Guam 

PR 

V1 

Amer. Samoa 


C.N.M.1 


9 1,310 


a4 


4,264 


396 
12 
50 
48 


) 
< 


73 
12 

1 
425 


237 


5,304 
462 


] 
9 


3 490 5 122 


3 


35€ 604 
4 38 
3 28 


5 
2 
3 


7 


48 


410 650 





N: Not notifiable U: Unavailable 


* Incidence data for reporting years 2002 and 2( 


4 


ive (year-to-date 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2003, and August 31, 2002 






































(35th Week)* 
Streptococcus pneumoniae, invasive 
Streptococcal disease, Drug resistant, 
Salmonellosis Shigellosis invasive, group A all ages Age <5 years 
Cum. | Cum. Cum. | Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 
UNITED STATES 23,287 26,166 13,086 11,984 3,952 3,405 1,548 1,75€ 312 231 


















NEW ENGLAND 1,345 1,412 198 217 323 262 40 81 6 






















Maine 95 94 6 3 22 20 

N.H 89 85 5 8 20 28 N N 
Vt 45 49 6 17 q 6 4 3 1 
Mass 777 808 133 143 153 90 N N N N 
R.| 73 100 8 8 9 14 10 11 3 1 
Conn 266 E 





MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N 
Ohic 
Ind 
Mich 


Afic 


VV 


W.N. CENTRAL 


CENTRAL 

















Minn 

lowa 

Mc 

N. Dak 3 3 

S. Dak 70 7€ 11 151 18 11 1 1 

Nebr 99 115 89 161 21 16 25 N N 


Kans 


S. ATLANTIC 
De 


























E.S. CENTRAL 1,547 1,895 608 907 154 7¢ 104 110 
Ky 7 


La 
Okla 
Tex 





MOUNTAIN 





Mont 64 : 2 

Idaho 98 3 15 N N N N 
Wy 41 5 € , 4 1 

Colo 42 118 101 18 86 

N. Mex 18 12 8 87 78 1€ ? 

Ariz 370 334 OC 135 206 N N 
Utah 115 3 1 4 27 4 3 
Nev 145 





PACIFIC 





Wast 349 320 10€ )1 38 6 N N 
Oreg 261 239 167 70 N N N N N N 
Calif 2,398 2,640 1,257 1,377 326 294 N N N N 
Alaska 54 43 6 N N 


Hawaii 


Guam 


P.R 159 316 2 24 N N N N N N 
VI 
Amer. Samoa U U U U U U U U U 
C.N.M.1 L 












N: Not notifiable U: Unavailable 
* Incidence data for reporting years 2002 and 


No reported cases 
2003 are provisional and cumulat 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2003, and August 31, 2002 
(35th Week)* 





Syphilis Varicella 
Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 


Cum Cum. Cum Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 


‘ 4 


444 4 40€ a3¢ 69 7 068 8.469 174 198 8.394 





























NEW ENGLAN 201 2¢ 19 1¢ 
Maine 


NH 


Tex 


MOUNTAIN 
M nt 

idan 
Wy 
Co 

N. Mex 


Ariz 


PACIFIC 
Wast 

Oreg 
Calif. 
Alaska 
Hawa 


Guar 

PR 

V1 

Amer. Samoa 
C.N.M.1 





N: Not notifiable U: Unavailable 
* Incidence data for reporting years 2 
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TABLE lil. Deaths in 122 U.S. cities,“ week ending August 30, 2003 (35th Week) 









All causes, by age (years) 





All causes, by age (years) 








All P&I’ 





























All P&l' 

Reporting Area Ages >65 45-64 | 25-44] 1-24] <1 | Total Reporting Area Ages >65 45-64 | 25-44 | 1-24 <1 | Total 
NEW ENGLAND 444 312 93 25 € 8 39 S. ATLANTIC 1,208 9 114 49 ) 
Boston, Mass 135 87 33 1( € Atlanta, Ga 160 f f 
Bridgeport, Conn 45 33 1 1 1 Baltimore, Md 245 6¢ f f } 
Cambridge, Mass 13 11 1 Charlotte, N.C 92 62 4 € 
Fall River, Mass 5 1 Jacksonville. Fla 113 61 36 4 g 
Hartford, Conr U U J U U J Miami, Fla 84 ) 1¢ 1 
Lowell, Mass 14 ) 4 1 Norfolk. Va AC ) 2 é 
I Mass 11 ] 1 Richmond, Va 49 11 B 4 1 fs) 

w Bedford, Mass 21 1 3 Savannah, Ga 68 39 19 4 4 
New Haven, Conn 49 1 3 3 ] St. Petersburg, Fla 82 1 € 
Providence, R.! U U U J U J J Tampa, Fla 16 1 34 13 
Somerville. Mass 2 1 1 Washington, D.C 100 \ 11 C 
Springfield, Mass a 8 1 1 ¢ Wilmington, De 15 1 
Waterbury, Conn * - E.S. CENTRAL 721 468 64 48 19 43 
Worcester, Mass 51 39 } 1 1 1 ¢ 








.) 


Mi 


Albany 


TLANTI 


Buffalo 


Samder 









Mem 
Mobi 
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nt 
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VY, 
VV 


Phi 


Pittsbur 





adeipn 


feadin 


New 


Sar . Tex 21% 4 1 4 1 
Trent f 3( 17 2 4 
Hrs ‘ VJ ~ 4 4 4 
onreveport, La € 3 f C 
Utica, N.Y 1¢ 1€ - 7 ‘ P 
isa, OUKia 
t | " j - 








PACI 


M 
! 





Grand Rapid viichn 69 ) C y 1 Berkeley, Calif 18 1 4 1 1 1 
Indianapolis, Ind 114 71 25 11 1 Fresr Calif 130 TT 4 
Lansing, Mict 54 7 1 3 Glendale, Calif 1€ 1 

lwaukee, W 1 4 4 Honolulu a 1 










3en 


OF 





acl 





San Diego, Calif 154 9 20 4 4 P 
W.N. CENTRAL 21 368 93 39 14 € € ~ 
San Francisco, Calif U U L ( 
nes, lowa 12 93 22 \ 1 4 - 4 Ps 
. San Jose, Calif 1¢ 114 3 3 
Duluth, Minn 3 18 : : : - : 
K City. K ~ , Santa Cruz, Calif 3 3 4 
nsa Any ans 5 <i 2 a . . 
2 a ‘ ; . Seattle, Wash € IC 8 + 1 
Kansas City. Mo 80 54 18 1 1 3 . > " . 4 
prs. : . . Spokane, Wast > 43 8 3 8 
Lincoln, Nebr 31 21 3 1 \A 4 1 
¢ Tacoma, Wast 3 5 ) 3 3 } 
Minneapolis, Minn 45 28 ) 4 1 1 
Omaha, Nebr 79 55 18 4 1 1 TOTAL 10,913" 7,114 2.307 81 325 4 639 
St. Louis, Mo U U U U U U U 
St. Paul, Minn 41 31 4 4 2 4 
Wichita, Kans 64 47 ¢ 
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U: Unavailable No reported cases 
Mortality data in this table are voluntarily reported from 122 cities in the United States, most 
occurrence and by the week that the death certificate was filed. Fetal deaths are nc 
Pneumonia and influenza 
Because of « hanges in reporting methods in this Pennsylvania city, these numbers are partial 
* Total includes unknown ages 
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of whi 
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h have populations of >1 f 


00,000. A death is reported by the place of its 






counts for the current week. Complete counts will be available in 4 to 6 weeks 
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